INTRODUCTION {#sec1-1}
============

Cystitis cystica (CC) is a histopathological term of hyperproliferative bladder urothelium. Recurrent urinary tract infection (UTI) acts as a most potential stimulus for CC. Moreover, it has a positive feedback loop over the disease process.\[[@ref1]\] About 22% of UTIs are complicated as CC in children. Long-term chemoprophylaxis, chlorhexidine instillation in the bladder, and transurethral resection are the recommended treatment methods for CC.\[[@ref2]\] Surgical intervention in the form of excision of the lesion, resection of bladder, and supravesical diversion of urine are needed in cases which failed with all other lesser invasive procedure.

CASE REPORT {#sec1-2}
===========

A 2-year-old boy was referred to us as a case of bladder outlet obstruction with suspected posterior urethral valves (PUV). He had a history of difficulty in micturition, recurrent UTI, and hematuria for which he was being treated elsewhere. Ultrasonography (USG) showed an echogenic and irregular intravesical lesion (30 mm × 20 mm). Micturating cystourethrogram (MCU) suggested bilateral vesicoureteral reflux (VUR) and persistent filling defect in the bladder, as well as in the dilated and elongated posterior urethra \[[Figure 1](#F1){ref-type="fig"}\]. In accordance with the reports, we inferred it may be a case of PUV. On cystoscopy, there was a fleshy mass in the posterior urethra and bladder but no evidence of PUV. The biopsy from the mass reported as CC.

![Micturating cystourethrogram showed bilateral vesicoureteral reflux and filling defect in the bladder, as well as in the dilated and elongated posterior urethra](IJU-32-329-g001){#F1}

Intravenous antibiotic failed to control the symptom (acute retention of urine and breakthrough UTI) and a urethral catheter was kept *in situ* for a long time. Subsequently, surgical intervention was planned.

On exploration, a pedunculated lesion was found in the bladder. It had a narrow base and thus, could be excised completely without compromising the bladder wall and urothelium \[[Figure 2](#F2){ref-type="fig"}\]. Initially, there was dribbling of urine which dramatically improved with voiding management. A repeat MCU after 6 months showed an insignificant postvoid residual urine and no VUR. There was no evidence of recurrence and patient was doing well in 2 years follow-up.

![Intraoperative picture showed a long fleshy polypoidal mass with long pedicle in the supratrigonal region of the bladder (before and after excision)](IJU-32-329-g002){#F2}

DISCUSSION {#sec1-3}
==========

Microscopically, CC looks like miliary cystic structures lined by cuboidal or columnar epithelium. With time, the lining epithelium differentiates into intestinal columnar mucin-secreting glands (goblet cells), termed as cystitis glandularis.\[[@ref3]\] The clinical behavior of CC may be indistinguishable from PUV and bladder neoplasm because of (i) similar presenting symptoms, (ii) comparable intravesical specific mass lesion in USG, (iii) corresponding intravesical filling defect in intravenous urogram or MCU, and (iv) common complications. Apart from PUV, the other possibilities of dilated and elongated posterior urethra are prolapsing bladder mass, congenital urethral stricture, foreign body in the urethra, and prolapsing lesion of CC. The specific surgical approach for CC is not clearly defined in literature. Each of the recommended surgical options needs to be selected carefully considering the lesion (size, origin, and severity), patient\'s profile, and renal functional status.\[[@ref4]\] Zaharani and Pandyan performed supravesical diversion of urine in a complicated case of CC with compromised renal function.\[[@ref5]\] They also suggested prompt surgical intervention in cases which failed with all other lesser invasive procedure.
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